Abstract.-An operation for the radical cure of chronic frontal sinusitis was described.
Section of Laryngology
President-A. M. ZAMORA, M.Ch., F.R.C.S. [February 2, 1951] OPERATIVE TREATMENT OF CHRONIC FRONTAL SINUSITIS Mr. R. R. Woods read a Paper of which the following is an abstract. The full paper will appear in the Journal of Laryngology and Otology.
Abstract.-An operation for the radical cure of chronic frontal sinusitis was described. The operation is based upon a technique which aims at complete closure of the frontal duct, and combines obliteration of the sinus with absence of deformity.
It consists of complete removal of the lining membrane through the floor of the sinus following by stripping the mucosa from the frontal duct so as to ensure its closure.
Precautions to prevent the development of osteomyelitis were described. The way in which healing takes place after such an operation was discussed. Mr. C. Gill-Carey: The mortality of a disease, especially the operative mortality, must influence surgical technique. Before the use of chemotherap'y and antibiotics, frontal sinusitis and frontal sinus surgery carried an appreciable death-rate. The general popularity of the operation, in this country known as Howarth's and in the U.S.A. as Lynch's, is beyond dispute. At a time when surgery was the only effective method of treating serious cases of frontal sinusitis, this operation provided both efficiency and safety. That a number of cases later needed a second operation, to overcome closure of the nasal opening, was not too high a price. It is convenient to consider surgery as applied to new and recurrent cases.
New Cases
Medical treatment, not only chemotherapy, but also various methods of controlling allergic cedema, has reduced the number needing surgery, for which the main indication is now persistent pain.
Surgical treatment.
-The choice of method should be influenced by the following considerations. Destruction of ciliated epithelium, particularly in the region of the ostitim, prevents recovery (Hilding, 1933) . The naked-eye appearance of the lining membrane is an unreliable guide to function and powers of recovery.
The chances of secondary closure of the nasal opening increase with the amount of bone removed (Weille, 1946) . Precision in operating and gentle handling limit the chances of secondary closure. When minor measures fail and the external approach is employed, whenever possible gain space by removal of one wall of encroaching ethmoid cells by using the nasal route in the main, with visual control through a small opening in the sinus.
In narrow noses, there is the possibility of gaining drainage space by removing part of the intersinus septum and of the nasal septum.
Contraction due to healing of raw surfaces should be prevented by retaining close-fitting drains of non-irritating material for two to four months.
Recurrent Cases
There is a choice between another attempt at forming a communication with the nose, and obliteration. The technical difficulties of the obliteration can be considerable, and unsuccessful cases were found in both series (Table I) .
(1) Removal of scar tissue with skin grafting the raw surface is favoured by many. In the writer's experience this method, although frequently successful in producing a permanent nasal opening, is not entirely satisfactory, owing to the physiological obstruction produced by squamous epithelium.
(2) As a possible improvement on current methods of obliteration, the writer has, in one case, exposed the sinus by forming an osteoplastic flap, and, at the same operation, the sinus was filled with bone chips, a procedure possible only with penicillin protection. Professor F. C. Ormerod said that Mr. Woods' principle of obliteration of the frontal sinus and closure of its duct was similar to that practised by Professor Tato of Buenos Aires, though the procedures adopted were different. They both agreed that the removal of mucous membrane from the cavity of the sinus must be meticulously complete.
Professor J. M. Tato turned down the whole of the anterior wall of the sinus by making a number of small burr holes near the margin of the sinus and then joining them with an electrically driven three-edge reamer. An osteoperiosteal flap was turned down by fracturing the bone just below the supraciliary ridge, leaving the periosteum here intact. The lining mucous membrane was removed with great care and all the ridges and partial septa on the walls of the sinuses were smoothed down with the burr. The mucoperiosteal lining of the duct was separated, turned down and invaginkted into the duct and usually occluded it completely. If there were any doubt as to its being occluded a small piece of fascia lata or similar fascia was inserted and fat placed above that. The cavity of the frontal sinus was then also filled with fat-usually from the anterior abdominal wall-and as all the ridges had been smoothed down it could be made to fit very snugly. The osteoperiosteal -flap was replaced and fixed by a few periosteal sutures.
It was quite possible through this approach to remove the septum between the two sinuses from one side, to remove all the mucous membrane and ridges from the opposite sinus and to obliterate its duct in the same way as the first sinus.
He was not certain whether Professor Tato had yet published an account of his work but the speaker saw him do this operation on the cadaver in October 1950 and it had been carried out on 12 patients at that time.
Professor Ormerod wished to emphasize that in treating frontal sinusitis the most likely point for obstruction of the duct was at its lower end where it opened into the middle meatus under cover of the middle turbinal. Attention to.the various causes of obstruction at this point would in many cases re-establish drainage and save a great deal of trouble, often including drastic surgery, at a later date. It was often necessary to reduce the size of the anterior part of the middle turbinal to promote drainage and this might be done by a variety of chemical or physical methods Hargrove had said. In 2 cases which had a persistent discharge from the inner canthus following operations elsewhere several years previously, he had found that the frontal process of the maxilla and the nasal process of the frontal bone had not been removed. When these processes were removed and a rubber tube inserted for a week, these cases healed up perfectly with no recurrence of symptoms or discharge. His attitude towards all nasal operations was that one should interfere as little as possible, but it was essential to ensure that drainage was not impeded, otherwise symptoms and discharge would recur. He agreed with what Mr. GillCarey had said about his practice in dealing with infections of the frontal sinus. The key to many frontal sinus infections was in the ethmoid.
The President (Mr. Zamora) said that his view of the results he had been able to obtain in dealing with the chronic frontal sinus was disappointing. When he had been able to carry out the operations as they should be carried out, he found it extremely difficult to assess the result because so much depended on some incalculable factor in the patient. Some patients would put up willingly with quite considerable handicaps, while others could not stand the slightest disturbance.
Mr. Woods' paper was very welcome because he suggestively put forward a brilliant series of results, and anybody who could do that in the treatment of chronic frontal sinusitis must be acclaimed. He had no doubt that this technique which had been so clearly described ought to be tried out, but from his point of view he found a little difficulty in placing a complete reliance upon it because it seemed to him that there came into it some things which were really a matter of luck, as, for instance, the closing of the whole duct and the absence of infection in the sinus during the period of closure of the duct. But if these procedures resulted uniformly in success they were of the greatest possible value.
Mr. Gill-Carey, in reply, drew attention to the way in which the term "infection" had been frequently used in this discussion to cover all types of sinus disease. In his opinion, in the majority of cases, factors other than infection were mainly responsible. The treatment of such cases by surgical means alone was unsatisfactory.
Mr. R. R. Woods, in reply to the discussion on his Address, said that he wished to make it clear that he was not a "slaughterer" of frontal sinuses. These operations were rare. In his view conservative treatment should be adopted for as long as possible. It was obvious that the amount of frontal sinusitis seen was very considerable, and relatively the number of operations done was very small. Speakers had emphasized the need for such conservative treatment, and he was in entire agreement with them. At the same time, there was always a hard core of such cases which did not respond to ordinary treatment, and it was in the cases of chronic or-zecurrent frontal sinusitis that one had to operate.
If one was going to operate what should be done? Mr. Gill-Carey had emphasized the number of cases in which an endeavour could be made to treat conservatively, but sometimes it was necessary to operate, and when they had to operate what were they going to do? Mr. Gill-Carey had also emphasized the mortality of these operations. The speaker's father had operated on a considerable number of frontal sinuses and he only had one fatality. He himself had never had a fatal case. He could assure them, therefore, that this was not a killing operation. He had had to reopen only in one case which had been operated on nine years previously. Here he found an enormous frontal sinus, but the whole thing resolved itself shortly, and he found that the two frontal sinuses communicated by an opening between them, and the original operated sinus had become re-epithelialized from the opposite one and had then been reinfected from it. The frontal duct from the original operated sinus was completely closed. That was the only case which he had ever had to reopen.
He had been interested in Professor Ormerod's description of Professor Tato's method, but there was no necessity to take a great deal of trouble to close the duct. Almost any severe manipulation would cause closure, and the method described by the speaker was simple and uniformly successful. In fact, many efforts directed towards maintaining a patent duct actually resulted in closure.
He hoped he had not over-simplified his description of this operation, but it did not require a high degree of surgical skill so much as a high degree of surgical conscience. It was not an operation in which one could casually say to oneself, "It will be all right". It would not be all right unless the mucous membrane was absolutely gone. It was not a matter of special skill, but rather of attention to detail.
In reply to Dr. Hargrove: About eighteen months ago he had a case which had been operated on three times in London and on each occasion the patient had been symptom-free for about three or four months, and then the sinus had flared up again. He opened the sinus and found that the frontal duct had become obliterated. There one had simply to strip off the mucous membrane, and treat the sinus as a cyst.
As for the treatment of other sinuses, he had not, in his paper, gone into the question of the ethmoid. Certain of his cases had infected antra which had been operated on years before. they had their frontal sinus condition. In one case there had been an antrum operation six or eight weeks before the frontal sinus operation. In one of the X-rays shown, the patient, prior to operation, had an obviously and grossly infected ethmoid. Following operation on the frontal sinus the ethmoid had cleared up. He would suggest that in many of these cases the ethmoid was not the key to the condition. It might be that the frontal infection was responsible for the ethmoiditis.
The President had expressed a sense of disappointment in frontal sinus procedures. The speaker suggested that a trial of this operation would not lead to disappointment, as the fact remained that the operation was successful and the patient who had a chronic frontal sinusitis did not get any more frontal headaches after operation. The results were to be judged by the relief to the patient rather than by the X-ray appearances. He thought it would be found that the operation was really of very great value.
[ It seems to be the opinion of many that microscopical examination is an exact science, and that a pathological report reveals the truth; such is not my experience, since it is quite possible to find the pathologist mistaken.
The report on a fragment of tissue appears to be a matter of personal judgment; and it sometimes occurs that two or more experts disagree in their diagnosis. The question must be decided also as to when biopsy is desirable; there are occasions on which it is unnecessary and others on which it might be harmful. Illustrations of these various difficulties will be given later.
Another aspect concerns precancerous conditions. My colleague, Professor H. A. Magnus, supports me in the view that it is only as the result of prolonged clinical experience that a simple pathological process can be considered as likely to be followed by malignant changes; it is impossible, in the absence of this knowledge, for the pathologist to describe a piece of tissue as precancerous on microscopical evidence alone.
